sarcoid lesions on the chest and back. She said that these had first appeared in 1932 -i.e. shortly after the eyes first began to give trouble. A biopsy showed the typical picture of benign lymphogranulomatosis.
At that time there was no lymphatic enlargement. A skiagram of the chest showed very extensive fibrosis, suggestiRg to the radiologist a diagnosis of miliary tuberculosis or alveolar carcinomatosis.
A bilateral iridectomy was performed in 1934 together with the extraction of the lens from the right eye. Exudate, however, closed the iridectomy area and no obvious improvement was obtained. In 1936, a further iridectomy was performed, again without any improvement resulting, since as on the first occasion, the anterior chamber filled with a dense white exudate.
Mr. Geoffrey Bridgeman, who kindly furnished me with the report on the eye condition (by permission of Sir Stewart Duke-Elder) says that the optic condition is one of chronic plastic iridocyclitis, showing relapses whenever any intra-ocular operation is undertaken.
The patient has unfortunately not been seen from the dermatological point of view since 1934. She now presents a very extensive sarcoid eruption covering the chest, back, and arms. This in appearance and distribution strikingly resembles a secondary syphilide. The lesions are circinate in many places, with involuting centres. Some lesions have healed, leaving a faint scarring. On the forearms there are many papules the size of a split pea-some of them tending to be grouped. All the lesions are epidermal. This eruption has been present for eight months and is now fading. Tonsils slightly enlarged; epitrochlear glands palpable; spleen palpable. A skiagram of the chest shows that the fibrosis is less in extent than it was in 1934. Bones unaffected. Wassermann and Mantoux reactions negative.
On physical examination the chest appears normal. Apart from her eyes her general health appears to be completely unimpaired. The case is of interest since serious ocular manifestations do not appear to be common in the reported ca.es of benign lymphogranulomatosis. In this case they have been the first symptoms to be noticed and have resulted in practically total blindness.
The skin eruption is unusual, on account of its widespread nature and apparently sudden onset. After having a few chronic nodules of the more usual dermal type which spontaneously disappeared, she suddenly has, as it were, exploded in the manner of a secondary syphilitic eruption.
Patient, a woman aged 60, has noticed an increasing pigmentation of the skin for two years. During the last six months a large number of small brown spots have appeared, chiefly on the axillae and groins, but also on the trunk. She has lost a stone and a half in weight during the last eighteen months but otherwise feels well. She attributes the onset of the pigmentation to two severe shocks during the same period. After each shock she noticed definite access of pigmentation. There has been no vomiting or gastro-intestinal trouble, and no muscular weakness.
On examination.-The trunk is naturally and evenly pigmented. In the axillke are a number of plugged follicles. A large number of pigmented warts are present on the abdomen. The soft palate shows definite pigmentation. Blood-pressure is 98/60. On clinical examination there is no evidence of abdominal carcinoma.
The case is shown with the tentative diagnosis of either Addison's disease or acanthosis nigricans. It has features of both disorders but does not appear to be quite typical of either. It is suggested that the pigmentation is the result of some adrenal dyscrasia, possibly precipitated by shock.
Di8cu8sion.-Dr. H. SEMON asked whether pigmentation was not a late symptom in Addison's disease. This patient had no vomiting and no evidence of weakness, therefore he thought that Addison's disease could be excluded. The character of the eruption and the dryness of the skin rather suggested arsenic as cause.
A MEMBER asked whether the blood-sodium had been estimated. Dr. GORDON replied he could not say whether the blood-sodium had been estimated; the patient had not been really under his care. He agreed that the evidence in favour of the condition being Addison's disease was very indefinite. The patient had had thyroid but not arsenic.
Mrs. D. J., aged 32. The history is that the red spots first appeared six years ago on the outer sides of the arms,2 since then they have gradually extended over other regions. They do not itch. She has taken no drugs which might account for the rash.
Present condition.-The arms and legs are thickly covered with lentil-to-peasized spots which vary in colour from deep red to dark brown. Some of the lesions are slightly raised above the surface of the surrounding skin. Vigorous rubbing failed to produce urticaria in the lesions.
Histological examination shows, in the middle and upper third of the cutis, a slight perivascular infiltration which in some places is mostly formed by mast cells.
Phenolphthalein Eruption.-GODFREY BAMBER, M.D. Mrs. B., aged 47. History.-Seven months ago there appeared on the arms several itchy, red, slightly swollen patches which lasted for a few days and then disappeared, leaving brown marks which have persisted. Since the first appearance the patches have occasionally flared up. Present condlition.-On the arms, chiefly the extensor aspect of the forearms, are deeply pigmented round patches up to two inches in diameter.
A diagnosis of a fixed eruption due to phenolphthalein was made. The patient was found to have taken, as an occasional aperient, a proprietary preparation which contains phenolphthalein. She was asked to take another tablet, after which the eruption flared up again.
Dr. ELIZABETH HUNT said she had had a number of patients who showed intolerance to a phenolphtbalein-containing preparation, but none showed the eruption so well as in this case. As soon as the preparation was stopped the eruption disappeared. In April last blisters developed on the elbows and ankles; they became haemorrhagic and discharged pus. There were small hawmorrhagic vesicles on the soles. Seen for the first time in May when there were breaking down granulomata on the elbows and ankles and there was a septic-looking ulcer on the left shin.
In the differential diagnosis a halogen eruption and pyodermia were considered. 11.5.37: The ulcer on the shin had increased in size and become painful. The edge was cedematous and purple, showing the horny layer detached; the floor was covered with an adherent slough which when removed revealed bright red granulations. 13.5.37: Cultures, superficial and deep, gave growths of a moderate-sized diphtheroid showing mild polar staining. Otherwise only staphylococci and a few obvious saprophytes were present (Dr. F. A. Knott).
The ulcer has been treated with liquid permyase and with the jelly, and is showing signs of healing. One corner is still rather characteristic.
